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Complaint Number: /2 -800 8 Investigator: D>, /24({(,

Consumer Information ]

et inftial Report Source: ORA Consumer Injury -

Date of Report: e ;
MK/DD/AY Y er elephone OCorrespondence OMedWatch 1

OUSP OPQRS OPoison Control 0CDC |

Race: Wi-White 02-Black 03-Asian/Pacific Islander  O4-Native American  O5-Hispanic
08-Other 09-Unknown

Information on Adverse Reaction

Date of Adverse Reaction: ‘// 7\/ 29 Give the site of consumption/ingestion (e. g restaurant, office):
Previous Reaction to Product Type: OYes gNo
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How long did the symptoms last?
Give the circumstances of exposure (¢.g., dose, route of exposure, frequency, etc.). (3 Zadd4. e % é;_, md

List all Medlcauon(s) Dnetary Supplement(s), Food(s), and other product(s) used at the time of the event: _1J o1

¢
H

Did event abate after use of suspected product stopped or dose reduced: @ @No OUnknown
Did symptoms reoccur after reintroduction of suspected product: OYes ONo OUnknown 9ot Applicable
Did symptoms reoccur after using other products with the same ingredients: OYes ONo OUnknown qNot Applicable

Medical Information

Was a health care provider seen?: #Yes ONo 9.
Give health care provider's name, address and .

Occupation of Health Care Provider: OMD DOsteopath DNaturopath  GNurse OPharmacist
0O0ther (specify)

What medical tests were performed and what were the results? w %/ YN

What was the medical diagnosis? , - .
What treatment(s) was given (e.g., drugs, other)? (32U M

Were there any preexisting condition(s)/treatment(s)?
(If YES, list them including allergies, and chronic diseases): OYes #No J

Product Category

1. Adverse reaction to:
OMedical Food (under medical supervision) OlInfant Formula

DPietary Supplement (s viamin; an essentiat mincrat; a protein; a herb of similar nutretional sub including botanicals such as ginseng and yohimbe, amino
acids, exiracts from animal glands, garlic extract, fish oils: oil of evening primrose; fibers such as psyllum and guar gum; compounds not ;cncnlly recognized as food or
nutrients, such as bioflav ds, enzymes, g nucleic acds, para-amino-benzoic acud, and ruun; and of these d
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OOther (traditional food)

Other Product Problems
2. OForeign Object (specify):

3. QOther (specify):
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